| Clear entire form |
I—AC DEPARTMENT OF MENTAL HEALTH
DMH Patients’ Rights Office

w LOS ANGELES COUNTY 550 S. Vermont Ave., 6" Floor

MENTAL HEALTH Los Angeles, CA 90020
FINAL LETTER OF RESPONSE TO CLIENT'SREQUEST FOR
REVIEW OF DENIAL OF ACCESSTO HEALTH INFORMATION

{Mr./Ms./Mrs. Client’s Name}
{Client’s Address}
{City, State Zip Code}

Date of Birth: {Date}
Client ID #:

{ Date of Letter}

Dear {Mr./Ms./Mrs. Client’s Name} :

We have completed a separate, independent review of your initial Request for Access to Health
I nformation in response to your Request of Review of Denial for Access. We have determined that:

Y our request has been accepted, and the information is included with this notice. The cost for this

serviceis $ , based on a charge of 25 cents per page, and a bill will be sent to you home of
record.

Date: {Date}

Time: {Time}

Location: {Facility Address}
If you have any guestions or need to reschedule, please contact the Treatment Team or call us at
{ Facility Phone No.}

We will grant your request to access, but only in part (see below regarding the reason for partia
denial). We will provide access to the following health information:
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DEPARTMENT OF MENTAL HEALTH
LA ‘ Patients' Riahts Office

550 S. Vermont Ave., 6" Floor
DMH Los Angeles, CA 90020
W IGCIIS K%ETLEF CQUN‘I’V
MENTAL HEALTH
REASON FOR DENIAL (IF APPLICABLE)
Y our request to access your protected health information is denied because:

Y ou are not authorized access to the health information
Other:

FINAL DENIAL (IF APPLICABLE)

If your request has been denied, either partially or in whole, after submitting a Request for Review
of Denial for Access, we would like to remind you that you, as stated in the Notice of Privacy

Practices, that you have the option to complain to either the County's Privacy Official or to the
federal government.

To file acomplaint with Los Angeles County, contact:
HIPAA Compliance Unit
Los Angeles County Auditor-Controller
500 West Temple Street, Suite 515
Los Angeles, CA 90012
(213) 974-2164
Email: HIPAA@auditor .lacounty.gov

To fileacomplaint with the federal government, contact:
Region 1 X, Officefor Civil Rights
U.S. Department of Health and Human Services
90 7th Street, Suite 4-100
San Francisco, CA 94103
Voice Phone (800) 368-1019

FAX (415) 437-8329
TDD (800) 537-7697

Thank you for providing us with this opportunity to serve you and improve the accuracy

and completeness of your hedth information. We look forward to continuing to serve your
healthcare needs.

Sincerely,

{Name}

Program / Unit Manager
Department of Mental Health
Los Angeles County
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